We report a case of a 41-year-old man undergoing hemodialysis who presented with a sudden fever and dyspnea. He developed a severe pericardial effusion due to methicillin-resistant Staphylococcus aureus, which was identified in both blood and pericardial fluid cultures. He was successfully treated with intravenous vancomycin for 6 weeks. Although such cases are very rare in Korea, the current case describes a primary purulent pericarditis without any other potential infectious foci.
INTRODUCTION
Pericarditis, defined as pericardial sac inflammation, has both infectious and noninfectious etiologies. Whereas idiopathic and viral pericarditis are usually benign and self-limiting conditions, purulent bacterial pericarditis requires prompt adequate antimicrobial treatment and is associated with significant morbidity and mortality [1] . The pericardium is rarely a primary infection site, especially with regard to bacterial infection. However, 4 infection spread pathways to the pericardium have been described with respect to secondary bacterial pericarditis: the direct extension of an intrathoracic process, local extension, a perforating injury to the chest wall (e.g., penetrating injury or cardiothoracic surgery), and hematogenous spread from a distant focus [2, 3] . Pericarditis in patients undergoing chronic hemodialysis might be related to various causes such as uremic toxins, which are most commonly responsible for the manifestation of pericarditis. Although hemodialysis is a well-known risk factor for Staphylococcus aureus (S. aureus) infection [4] , primary bacterial pericarditis is uncommon and has serious outcomes [5] . We describe a case of infectious pericarditis caused by healthcare-associated methicillin-resistant Staphylococcus aureus (MRSA) in a hemodialysis patient.
CASE REPORT
A 41-year-old man was referred to the infectious diseases division following the diagnosis of a dark, bloody pericardial effusion.
He had a history of hypertension and advanced gastric carcinoma 
DISCUSSION
Pericarditis is a common complication among uremic patients undergoing hemodialysis. Uremia and/or inadequate dialysis have been identified as major causes of pericarditis in hemodialysis patients and intensifying the dialysis process in such patients could improve the outcomes. However, purulent pericarditis is not a common manifestation [5] . Instead, this condition occurs mostly from the direct invasion of an infection from an adjacent pneumonia, mediastinitis, or distant infectious focus or subsequent to bac- teremia [6] . Community-acquired MRSA has rarely been associated with purulent pericarditis [7] . Hemodialysis patients have an increased S.
aureus nasal carriage rate, and probable predisposing factors for nasal carriage include immunodeficiency, the presence of prosthetic material, and frequent skin breaches associated with venopuncture. Staphylococcal translocation from colonized mucosal sites, including the nasal mucosa, to the bloodstream has been considered a potential source of bacterial invasion in cancer and hemodialysis patients because of the defective mucocutaneous barriers and concomitant immunodeficiencies exhibited by these patients. Furthermore, hemodialysis patients have frequent and direct contact with hospital environments, another factor that contributes to S. aureus acquisition [4] . In the current case, the patient had a medical history of advanced gastric carcinoma, end-stage renal disease treated with hemodialysis, and prior tuberculosis sequelae on a chest radiograph. Therefore, we considered the possible pericarditis causes, including metastasis, tuberculosis, and distant bacterial infection. However, this case did not present with any obvious septic foci, concomitant pulmonary sepsis, or mediastinal or intra-abdominal pathology. A diagnosis of acute primary MRSA pericarditis was made, despite that this is an extremely rare entity in hemodialysis patients.
